affordable spectacles. The target groups are school age children for myopia and those over 45 for presbyopia. Services for cataract require a well-trained eye surgeon who, depending on available human resources, may or may not be a qualified ophthalmologist.
Human resource development
Many agencies are emphasizing the importance of human resource development at the primary, secondary and tertiary levels of eye care. This is particularly true for sub-Saharan Africa, where on average there is only one ophthalmologist per million population. As well as training in the technical aspects of ophthalmology, there is a need for training in management skills and a community approach to eye care. Providing suitable remuneration, adequate facilities and the opportunity to share experiences and problems with one's peers, is a need which must be addressed if trained specialists are to continue working in Africa.
Infrastructure development
Major technological developments in ophthalmological practice in the industrialized world occur regularly. Though often expensive, these developments can greatly improve the quality of eye care. Some of these technological developments are being adapted for use in the developing world. High quality, affordable intraocular lenses are being manufactured in Eritrea and the local production of low cost spectacles and eye drops is being undertaken in a number of countries.
Vision 2020
The Vision 2020 -the Right to Sight campaign which began in 2000 is a partnership in which all those involved
HIV infection, AIDS and maternal deaths
The July issue of Tropical Doctor contained a report by Muula and Phiri! of an apparent marked rise in the maternal mortality ratio (MMR) in Malawi based on the comparison of two Demographic and Health Surveys (DHS). The findings showed an increase in the MMR from 620 to 1120 per 100 000 live births between 1992 and 2000. The authors explore the degree of confidence with which the findings can be interpreted and debate their significance. They also raise the supposition that the rise is related to the concomitant large increase in the national prevalence of HIV/AIDS which is presumed to be responsible for the increase in the mortality rate of women aged 15-49 from 6.5-11.3 per 1000 over the same period. Circumstantial evidence to support the veracity of the MMR estimate comes from neighbouring Zimbabwe where DHS have shown a rise in MMR from 283 in 1994 to 695 in 1999. Zimbabwe also has a population with high HIV sero-positive prevalence.
These findings must be a huge disappointment to everyone working in the maternity services of both countries. The apparent effect of HIV/AIDS is also obscuring any evidence that the DHS figures might have provided on the progress being made in the provision of 194 in eye care advocate the importance of preventing and treating blindness. Six regional WHO/IAPB working groups have been formed to facilitate national initiatives against blindness. In order to achieve the goal of the programme it is important that governments, UN Agencies and non-governmental development organizations (NGDOs) work together in a coordinated way. Models for this type of collaboration have already been successful in the control of onchocerciasis and are beginning to be implemented in trachoma programmes. One of the key features has been the creation of a small National Task Force which brings together the Ministries of Health, UN Agencies, and NGDOs to plan, resource and implement eye care services. Also, wherever possible, the implementation unit should be kept small, targeting a population of approximately I million people. Small manageable implementation units are an important factor in successful eye care services. maternity services. There therefore seems to be an obligation to clarify the relationship between HIV/AIDS and pregnancy and plan a response.
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Since the publication of the DHS 2000 Malawi report further analysis of the data has been performed that provides relevant information-. First, confidence intervals (CIs) for the MMR estimates are provided. The figures for Malawi in 1992 are MMR 620 (CI 410-830), and 2000 MMR 1120 (950-1288). Also, CIs for the Zimbabwe data do not overlap. So the findings have to be believed. Additionally it was known that the HIV epidemic affected urban populations earlier and more severely than rural populations during the 1990s. If HIV were a factor in maternal death a larger increase in the MMR would be expected in urban than in rural areas. This indeed was the case in both countries.
Evidence can also be adduced from two facility-based maternal deaths reviews and a national study. In KwaZulu 3 a combined retrospective and prospective study of maternal deaths found that the MMR for HIV-I-infected women was 323/100000 and for HIV-Inegative women 148/100000. HIV infection also markedly increased the death rate from tuberculosis. In a 2-year retrospective study of maternal deaths in Zambia", 58% of all deaths were due to indirect causes, of which tuberculosis and unspecified respiratory illnesses contributed almost 50% of the cases. The diagnosis of AIDS was closely related to deaths from both causes, could overcome the effect of HIVjAIDS deaths in children. In contrast fewer reasons to expect a fall in the MMR can be offered.
The current issue of Tropical Doctor includes another paper on HIVjAIDSl1 by Owotade et al. reporting on surgical practice in relation to HIVjAIDS in a Nigerian Teaching Hospital. The epidemic of HIV is at an earlier stage in Nigeria and other countries of West Africa than it is in East and Southern Africa. Even so this is not an adequate explanation for the findings that universal precautions for the prevention of transmission of HIV infection during surgery were, on the whole, not being practised, despite general recognition of the dangers by surgeons. No other reason for this was uncovered. The authors' conclusion not surprisingly is that the quality of infection control measures must be improved. There is no absolute evidence concerning the best way to go about this although in these circumstances expert opinion would favour the use of criterion-based clinical auditl '. The authors have in fact set the scene for this as their survey has resulted in completion of the second step of the audit cycle, namely that of measuring current practice. And plenty of help is available for the first step, establishing criteria of best practice, all the information needed being readily available from the WH013,14.
Recent re-assessments of the means of transmission of HIVjAIDS in Africa have already pointed to the urgent necessity of such efforts to improve healthcare, in particular the techniques involved in the giving of injections. A recent review of existing data on the discontinuity between HIV and STIs, the transmission efficiency of HIV, levels of reported sexual activity and transmission dynamics, led to the authors concluding that medical care and the use of injections are a more rational explanation for the HIV burden in sub-Saharan Africa than sexual behaviour'>. This conclusion is supported by a review of the epidemiological evidence from field studies in Africa 16. Overall, crude population attributable fractions from general population studies conducted between 1984 and 1988 suggest that medical exposures were responsible for more African HIV than sexual exposure -with injections as the main healthcare risk. These two papers throw serious doubt on the WHO Global Programme on AIDS estimate, circulated in 1988, that 80% of HIV infections in Africa was due to heterosexual transmission 17. Although renewed evidencebased investigations are necessary before this debate can be resolved it is evident that healthcare providers should instantly respond.
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92% and 97%, respectively. South Africa's first national report on maternal deaths'' also identified that HIVjAIDS is a major contributor to maternal deaths.
What response can be made to this new understanding? The authors of the facility-based studies quoted above call for an increased emphasis for the early diagnosis, investigation and treatment of tuberculosis in pregnancy. Perhaps this could be translated into the need to alter service delivery patterns, including involving infectious disease physicians in the care of pregnant women. As caring for women with obstetric complications and the manifestations of HIVjAIDS at the same time is still a relatively new activity the need for clinical research on management and treatment can be foreseen. There may also be the need to review the curricula for both undergraduate and postgraduate training in obstetrics, and in midwifery.
For obstetric epidemiologists one mode of response would be to make efforts to separate direct causes of death from other causes to distinguish the effects of the HIV epidemic from that of access to care and of the quality of care/. Attempts have already been made in this regard. A new approach has been described for separating pregnancy-related and non-pregnancy related risks by calculating two rates, one during the pregnancy period and one outside of it 6. The method's assumption, however, is that risks unrelated to pregnancy remain constant whether women are pregnant or not. The validity of this assumption needs questioning, especially in the case of HIVjAIDS. Another epidemiologic approach has been tested in which time spent in pregnancy and the puerperium is considered a transitory exposure period in women's lives/-". This has indicated that, once direct causes and injuries are excluded, the death rate among women while exposed to pregnancy is substantially lower than the death rate among women while not exposed. This not only highlights the complexity of measuring competing risks but also leaves open the question of whether these findings would be altered when tested in a population with high HI V-infection prevalence. It is therefore suggested that a more realistic response may be to move to collecting data on multiple causes of death. This would enable, for example, death from puerperal sepsis complicated by HIV infection to be distinguished from puerperal sepsis related only to some other obstetric complication.
At the strategic level the common ground between those working in the field of HIVjAIDS with those working in that of maternal mortality and morbidity has already been recognized'', A call was made to seize the opportunity to mount collaborative initiatives to reduce both HIV and maternal mortality. The newly reported DHS findings are a reminder of the importance of this suggestion and the urgency with which action should be taken.
It seems good to finish these comments by pointing out that not all of the DHS 2000 Malawi 10 report was disappointing. In contrast to maternal mortality, childhood mortality showed a decline in all indicators. This includes the infant mortality that fell from 136 to 104 deaths per 1000 births over the previous IO-year period. Improvements in several indicators of child health can be put forward as an explanation. For example, there has been an increase in the availability of clean water, increased vitamin A coverage, more child spacing, a very marked increase in exclusive breast feeding and an increase in the educational status of the primary care givers, namely women. It is possible that these factors Tropical Doctor October2003, 33
